, Stewart R Walsh 3 , Alun H Davies 4 and Tjun Y Tang   2 The management of varicose veins has undergone an industrial revolution over the past decade but the optimal treatment modality remains debatable. The initial 'gold standard' of high ligation, stripping and avulsions has been gradually replaced by endothermal ablation and ultrasound-guided foam sclerotherapy (USGFS), 1 with the outcome of these procedures now having more than 10- 9 but subsequent studies looking at newer venous ablative devices have failed to take heed of these problems.
The authors argue that there is now a need for standardisation of the main outcome measures of the differing venous ablative procedures so that the various techniques can be compared equitably. This should follow the guidelines from the various vascular societies as mentioned above and should be 'policed' by the editors of journals to ensure that they are followed. If there are missing datasets, then the reasons for this need to be explained. Utilising the different guidelines and adding to this from the current literature, we would recommend a minimum dataset to include indications, pre-operative duplex investigations, operative details and post-operative outcomes. Indications classified by CEAP class or VCSS score and pre-operative investigation namely duplex scan should mention the truncal vein diameters as this is known to affect outcomes. Peroperative details should look at length of vein treated and any adjunctive treatment employed, method of anaesthesia and post-operative compression regime. Operative success should be documented by duplex evidence of occlusion at 2-6 weeks post-procedure, though there is more benefits of follow-up towards the 6-week mark, which allows for the procedural discomfort to settle and some of the tributaries to be become more cosmetically acceptable and thus there may not be the need for further adjunctive treatment. 2 The duplex scan should also look for the length of residual stump, DVT and EHIT.
Long-term occlusion rates are important from a procedural success viewpoint, though not necessarily from a clinical perspective, and therefore, we would recommend at least sonographic evidence at 1, 3 and 5 years especially for newer technologies though this is not mandatory. It should however be done in all cases where there is clinical recurrence to understand the causal factor(s). The other important parameter that should be standard for reporting will be the clinical outcome questionnaire. This should be rounded off with a satisfaction questionnaire of the patient's overall experience as surgery becomes more patient-centric.
Controversy still exists about which venous technology is most cost-effective, which works best in the longterm in terms of truncal occlusion and patient satisfaction and which to use in certain types of patients. 10 The continuing introduction of new devices to the endovenous arena demands good information about them, because this will generate good comparative evidence for the future. There have been a number of initiatives to collect venous registry data from the US and from Europe, but these have generally failed because of lack of contribution to them owing to the demanding dataset required and the ambition to collect information on all aspects of the patient's venous disease and management. 1 As a venous community, we should now come together and devise an endovenous registry and collect a minimum dataset encompassing the patient's treatment so that we can have meaningful data to compare to determine which is the optimal treatment for each individual with chronic venous disease. 
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